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Transition of Individuals from State Operated Facilitiesto the Community

North Carolina continues to move forward with tleewvdisizing of state operated developmental centeas¢ordance with
the U. S. Supreme Court Olmstead decision. Inrdlensure that every opportunity is providednividuals/guardians
who have expressed an interest in transitioningnfacdevelopmental center or state hospital to dimensunity, ongoing
communication amongst state operated facilitiesalLManagement Entities (LMES), and providers &eatal. Although
individuals/guardians may have expressed an irttare®mmunity living, or an individual has beeridified for
discharge from a state facility, without awarengfsthe appropriate community residential settingailable and clear
processes for transition planning, movement tactmamunity will be neither timely nor successfuh order to support
effective communication and planning, the procetisaismust be in place are outlinedAppendix A.

De-Ingtitutionalization Slot Allocations

The Division of Mental Health, Developmental Didalgis, and Substance Abuse Services (DMH/DD/SASpside
CAP-MR/DD waiver slots in March of 2007 in orderaddress the needs of individuals with intellectrallevelopmental
disabilities (IDD) in state operated facilities tlame in need of supports and services to tramsiidhe community. These
slots are maintained and allocated by staff oB&st Practice Team at the DMH/DD/SAS. A slot isgidered to be a De-




Institutionalization (DI) slot when it is used topport an individual transitioning to the commuriitgm a state
developmental center. A general guideline useadlatation of DI slots is that the individual ha&sided in the
developmental center for at least 180 days andshlad two or more admissions to a state hospitlina year. In order
to ensure that DMH/DD/SAS staff has adequate in&diom to make an appropriate decision as to theogpiateness of
allocating a DI slot, and to ensure that a traogifrom an institutional setting to the communising CAP-MR/DD
funding is successful, the following process mestdilowed:

All requestsfor a DI slot must comethrough the appropriate LM E and must include the following information in
password protected format:

» ldentifying information of the consumer, includingme and last four digits of the Medicaid ID numtzerd
home LME in a password protected document.

» A psychological evaluation inclusive of an adapfiwectioning assessment that has been completepdated
within the last year for a child or within threeaye for an adult. If an up to date psychologicaleation is not
available, confirmation that an update is in preamsist be provided.

» Any additional assessments such as psychiatrizatiahs that may impact the decision.

» Information regarding the identified community desitial placement, including confirmation of theyider’s
willingness to serve the consumer.

» Confirmation that a crisis plan will be writtenaollaboration with the state facility, LME, and tbemmunity
provider that assures the roles of all partiehédvent of a crisis.

» A behavior support plan developed by a licenseaipasipgist when behavioral challenges are identifi€tis
may be developed by or in collaboration with thretesfacility but must be overseen in the commubityhe
appropriate licensed psychologist.

e A basic transition plan including projected datalistharge developed in collaboration with the LNtentified
community providers and the facility.

« If additional state funding is needed to supplentikatwaiver funding there must be commitment from tME
that state funds are available for the specificscomer to the extent possible.

Once a DI slot has been allocated, the staff oBi&t Practice Team at the DMH/DD/SAS will receinglates as to the
status of the community placement every 30 days.ciimtact person for DI slots is Sandy Ellsworth at
sandy.ellsworth@ncmail.nefNote: In addition to the above, LMEs must aéhterall requirements included in the
Contract Requirements between LMEs and Sate Facilities.

CAP-MR/DD Waiver Update

As we have discussed over the past several mamthstaffs have been actively engaged with a blassd stakeholder
group to develop the series of tiered waivers meatbby the General Assembly in the current yearréppations Act.
The federal Centers for Medicare and Medicaid $es/{CMS) have notified us that we will not be ablextend our
current waiver beyond October 31, 2008. In ordegrtsure as smooth a transition as possible apdvittain the deadlines
established by CMS, we have decided to move forwattd the tiered waiver approach in phases. Tloeegfve will
concentrate our efforts over the next several n®taHinalize the replacement comprehensive waanerdevelop the Tier
1 Supports and Self-Direction waiver. Once thosévers are approved and implemented successfullyilkehen move
to develop additional tiers. We believe this apgtowill cause the least confusion and transitimblgms for consumers
and families served through the current waiver @mtinue our progress to meeting the expectatibtizeoGeneral
Assembly.

Incident and Death Reporting

Incidents and deaths must be reported on the Dapattof Health and Human Service (DHHS) Incidert Beath Report
Form QM 02 (see below link to access form): Prorgds publicly funded services licensed under NQ\&al Statutes
122C, Category A providers (except hospitals), mmmiders of publicly funded non-licensed periodiccommunity-based
DMH/DD/SAS, Category B providers, must submit tbenfi. Failure to do so, as required by North Caeoli
Administrative Code 10A NCAC 27G .0600, may resulDHHS taking administrative action against thevider’s

license or authorization to provide servicdhisincludes CAP-M R/DD, periodic MH/SA and residential providers.

All Level Il consumer incidents (including deatherh terminal illness/natural cause) must be repaidethe host LME.
All Level Il consumer incidents (including sexwdsault and deaths from suicide, accident, honfigmlence and
unknown causemust be reported to the host LME, home LME ardDMH/DD/SAS Quality Management Team.

The DHHS incident reporting forms and manual caadmessed at:
http://www.ncdhhs.gov/mhddsas/statspublicationsimésforms/index.htmScroll down talncident and Death Response
System. Questions should be directed to the host LMBe MH/DD/SAS Quality Management Team may also be
contacted with questions at 919-733-0696 or emagbtions ta@ontactdmhquality@ncmail.net




Routing of Notification of Endorsement Action (NEA) Submissionsfor Withdrawal of Endor sement

The following supersedes guidance given in Impleatgon Update #38, page 4, entitled “Revised Guigdor Routing
of Notification of Endorsement Action (NEA) Submitass for Withdrawal of Endorsement.”

Effective June 1, 2008, the endorsing agency mushg NEA letters to the Division of Medical Assiste (DMA) via
certified mail to: DMA Provider Services, 801 RugglDrive, Raleigh NC 27699-2501 or electronicadly t
endorsement.dma@ncmail.néthe endorsing agency shall copy DMH/DD/SAS at:
endorsement.accountability@ncmail .ndthis guidance is in accordance with DMH/DD/SASi® and Procedure for
Endorsement of Providers of Medicaid Reimbursabl/ MD/SAS Services dated 12/3/2007.

Please ensure that the NEA letters submitted to RivEAsigned by the endorsing agency CEO for votyraad
involuntary withdrawals. Unsigned NEA letters wilbt be accepted by DMA.

Updated Person Centered Plansto ValueOptions

As stated in Implementation Update (IU) # 39, pdevs are required to submit the update or revigamge of the Person
Centered Plan (PCP) withl concurrent requestsfor all applicable levels of serviceto ValueOptions (Please refer to 1U
#39 for the specifics on submitting PCP updatd$)e update/revision must be signed by the qualifiedessional and the
consumer or legally responsible person to be véfkase note that this update should be no edlrther30 days prior to
the concurrent request. Without this update Vapteds can not process the request.

Maintenance of Service: Therapeutic Foster Care and Targeted Case M anagement
This update is intended to outline the procesdfaintenance of Service authorizations specific hefBpeutic Foster Care
and Targeted Case Management including:

e Under what circumstances Maintenance of Servipliep

e How ValueOptions is alerted to enter these authtions

 How providers and LMEs can determine if there isaetive authorization in ValueOptions system

LMEs are expected to continue to make paymentsaaigers while services that continued to be bitied/edicaid
through LMEs are delivered under Maintenance o¥iSerauthorizations specific to Therapeutic Fo§tare and Targeted
Case Management.

Maintenance of Service applies to requests foraizhtion where a denial or reduction of service becurred for a
concurrent request and a valid appeal notice has been received by D&IHZAH. The denial letter received by the
consumer and provider indicates if an appeal isested, services will continue at the previouslleWéese authorizations
provide continuity of care during the appeal preces

Providers shouldiot submit an ITR for Maintenance of Service. Valua@m will enter the Maintenance of Service
authorization within five business days of whenltearing Office sends confirmation that an appeaallbeen requested.
The units that are authorized can be viewed iniBesvConnect, located on ValueOptions’ web site at
www.valueoptions.comProviders and LMEs can also contact the ValueOptteD| Helpdesk (888-247-9311) for
instructions on how to use Provider Connect iffaatiliar with this program.

Because Therapeutic Foster Care and Targeted Casagdment authorizations go to the LMEs instedaeoprovider;
LMEs traditionally do not pay providers until th&E receives an authorization letter from ValueOpsio With
Maintenance of Service authorizations, no lettdklvé sent to the LME. However, LMESs can view &mtrauthorizations
in Provider Connect. It is important to note Maimince of Service authorizations seen in Providen€ct will appear as
a standard authorization. There is no distinctidimdicate it as a Maintenance of Service autldidn. Thus, if a
provider appeals a reduction or discontinuatioeesfice, they are responsible for notifying the LktiEthat the LME
knows to look for the authorization in Provider @ent. LMEs should not refuse to provide paymenhése providers if
a Maintenance of Service authorization is entered.

Compliance Verification Protocol for Out-of-State Enrollment of Residential Services

It is the intent of the service system to develog provide medically necessary services and supfarchildren and
youth with serious behavioral health needs and fhaiilies in their home community. However, ifesv instances, this
may not be possible. In these cases, a compligrification protocol must be completed for a sfiechild or youth with
serious behavioral health treatment needs that medical necessity and for whom all clinically appriate services and
in-state resources have been explored and trigebuiiimproved outcomes as outlined in the persoteced plan.

This compliance verification protocol can be obggimy calling ValueOptions at 1-888-510-1150 extam292621 and
requesting the Out of State Packet. The protamdlides the following components:

» Placement request checklist

» Placement request guideline form

» Placement acknowledgement/support statement



All three of these documents must be followed artlyy tompleted to be accepted before any consiaeratill be given to
the request. Supporting documentation must betathto the completed and signed request including:

» Person centered plan

»  Current comprehensive clinical assessment

» Treatment summaries

* Documentation of all in-state services and suppartessed

» All other items as noted in the protocol checkdist guideline form

In addition, a Child and Family Team representatikie LME Director and the Community Collaboratimest be part of
this planning and decision-making process for sucéferral to be made. The LME Director and thai€bf the
Community Collaborative must sign the Out of Sfateement acknowledgement/support statement agyeéih the
referral and assuring compliance with all policesl procedures have been followed and all in-steteurces have been
exhausted. The request will not be considered ttmpvithout all required components and supportiogumentation.

Upon submission of the completed request to Valdie@sp, the review process will begin and author@atetermination
made within five business days for enrolled proxdeThe compliance review of out of state prowdsra joint process
between DMA and DMH/DD/SAS. Steps for out of stateviders include the following:
* ValueOptions contacts DMA, Behavioral Health Segtiwhen the decision has been made to approvef state
placement for a Medicaid recipient.
» DMA contacts the Accountability Section of DMH/DDAS to conduct a compliance review of the facility.
* Once the compliance review is completed, DMA isfieat of the findings.
 DMA Behavioral Health Section reviews the findirafshe compliance review, contacts the Medicaid #ayein
the home state of the provider and makes the dieaision regarding meeting the standards and éraldns for
enrollment.
* Once compliance is determined, the provider isfiedtiof their ability to enroll with Medicaid.
» DMA Rate Setting will establish a rate and DMA Fd®&r Services will enroll the provider upon comjgatand
receipt of an approved application.
* ValueOptions is notified of the findings and to peed with the process of entering the prior audation for
appropriate payment

For more information please contacisan.robinson@ncmail.netr call 919-715-5989 x228, opntactdmh@ncmail.net

Provisionally Licensed Providers Billing through Physicians

Effective July 1, 2008, Medicaid enrolled physi@antilizing the “Incident To” policy, will be ablt® bill for the services
of their employees who are social workers, psydists, professional counselors, marriage and faoculynselors, or
clinical addictions specialists who are registendtth their respective boards and are in the prowial, or board eligible
status, and are receiving clinical supervision aped by their respective licensing board requiceddhieve full licensure
status. These provisionally licensed professiowélde able to bill Medicaid and IPRS for contradtservices.

With the expansion of direct enroliment for licedig®actitioners delivering outpatient services #reddivestiture of direct
service provision by the LME, individuals who ameyisionally licensed have been concerned that Weyld no longer
be successful in obtaining employment during theavisional license period. DHHS has permittedlthEs to bill for
the services of provisionally licensed providerimgshe LME’s Medicaid provider number until Jun@ 2008. This
temporary measure provided an opportunity for miowally licensed providers to be employed whileytbompleted the
supervised experience required prior to becomitly figensed. A workgroup from the Division of Miedl Assistance
and the Division of Mental Health, Developmentasd@bilities, and Substance Abuse Services and qs/es from the
various provider specialties, have been meetirdpt@lop a proposal to allow provisionally licenggdviders to bill
Medicaid for services they provide under supervisio

The Division of Medical Assistance will expand thecident To” policy in order to permit physiciats bill for the
services of provisionally licensed providers. Har purpose of this policy, “provisionally licengedfers to individuals
who are under the jurisdiction of one of the followlicensing boards and have met the requirenfentsrovisional or
board eligible status. These individuals are rgngiclinical supervision approved by their respecticensing board and
are able to provide clinical services under sugérai These individuals have completed most ifatlodf their education
and training and have passed or are preparindéotiteir licensing examination. Physicians may lemthese
provisionally licensed providers and bill for thegrvices utilizing the physician’s Medicaid Praatiddentification
Number. The provisionally licensed providers imgd in this policy are:

e Psychologists

e Social Workers

* Marriage and Family Therapists



» Professional Counselors
e Clinical Addictions Specialists

These provisionally licensed providers will be rbimsed by Medicaid and state funds on a fee schethgropriate to the
provider specialty. A communication regarding finalized policy pertaining to provisionally liceed providers will be
available in the June Medicaid Bulletin.

In conjunction with this proposal to provide a magism for provisionally licensed staff to contirteebe paid for
outpatient services, the licensing board of eaehtifled specialty group will review all of the nesgrvice definitions, and
clarify the clinical component of those definitiotit they will recognize for supervised credit &wd full licensure in the
provision of those services.

A separate Communication Bulletin is also beingésstoday announcing a new DMH/DD/SAS policy regagdhe
continued eligibility for reimbursement of desigaaitnon-licensed substance abuse counseling prafedsifor identified
state funded substance abuse assessment and ouysselices. The designated non-licensed substamgse counseling
professionals who are covered under the separaterDaication Bulletin are not included in the ab6ieident To”

policy for provisionally licensed professionals

Halfway House and Social Setting Detox Service Not Required to Be Nationally Accredited

In the “Enhanced Benefit Services for Mental Healhd Substance Abuse Effective March 20, 200&doat:
http://www.dhhs.state.nc.us/mhddsas/servicedeaimsfiservicedef1-9-06final.pdbubstance Abuse Halfway House and
Social Setting Detox are in the list among theseices but identified as “Not a Medicaid BillablerSice.” The service
definitions specify that the Substance Abuse Halfitause and Social Setting Detox service providestobtain national
accreditation. Since these two SA services ardvieaticaid reimbursed services, and are not subjeitte same State Plan
Amendment (SPA) which governs the other servides[Xivision of Mental Health, Developmental Diséhgs and
Substance Abuse Services has determined that tieteBiee Abuse Halfway House and Social Setting>Date not
required to meet the national accreditation reauoénet at this time. Should you have further questi@bout this decision,
please contact Spencer Clarkstencer.Clark@ncmail.net

Training on Alternativesto Restrictive | nterventions and Demonstr ation of Competency for Licensed Professionals
in Community Facilities

North Carolina’s legal requirements for restrictiméerventions are found at G.S. 122C-60 and i\theh Carolina
Administrative Code (NCAC). Training on Alternadis' to Restrictive Interventions and demonstratexdpetence in a
minimum number of core areas is outlined in 10A NCC27E .0107.

Training Requirements

The training requirements under these rules stat&r to providing services to people with diséisk, staff including
service providers, employees, students or volugsiestiall demonstrate competence by successfullpletimg training in
communication skills and other strategies for anggan environment in which the likelihood of imraimt danger of abuse
or injury to a person with disabilities or othersppoperty damage is prevented.”

The rules also state that training shall be commstdased (per state competencies), approved by DRAFSAS, and
formal refresher training must be completed by esairice provider at least annually.

Competencies
The rule further states, “Staff shall demonstratapetence in the following core areas:
1. knowledge and understanding of the people beingsder
2. recognizing and interpreting human behavior;
3. recognizing the effect of internal and externaéss$ors that may affect people with disabilities;
4. strategies for building positive relationships wiersons with disabilities;
5. recognizing cultural, environmental and organizaidactors that may affect people with
disabilities;
recognizing the importance of and assisting inpeson's involvement in making decisions
about their life;
7. skills in assessing individual risk for escalatbghavior;
8. communication strategies for defusing and de-eBnglaotentially dangerous behavior; and
9. positive behavioral supports (providing means feogle with disabilities to choose activities
which directly oppose or replace behavigigch are unsafe).”

o

The rule cited above requires that “staff, inclgdgervice providers,” among others, shall demotestrampetence by
successfully completing training...” The NCI traigifParts A, B, and C) is the curriculum used fartstraining across



the state. The minimal requirement is a partidigasuccessful completion of NCI Part A, unless en@strictive
interventions are used. Part A covers preventimhadternatives to restraints, seclusion, and igolaime out. Part B
covers the use of physical and restrictive intetieers. Training in both Part A and Part B is regdiif an agency will be
using physical techniques.

Option for Licensed Professionals

Licensed professionals, by virtue of their exteagnaining and experience, may elect to either Bde A NCI training, or
they may attest to their competence in each ohthe areas outlined above by signing an attestatatement confirming
that they have reviewed the nine competenciestaatdtiey are proficient and well-skilled in eaclttedse areas. This
statement must be submitted to the facility directoCEQO for approval and maintained in the licehgeofessional’s
personnel file.

Option for Service Providers

North Carolina Intervention (NCI) is the standagtl training program to prevent the use of resisand seclusion
created and supported by the DMH/DD/SAS. Agenaiag choose to use this curriculum. If NCI is chpg@oviders
must use certified NCI instructors. Agencies mag training programs of their choice, as long ay tire approved by the
DMH/DD/SAS. The training can be accessed througbtaork or approved providers across North Casolgund at the
following link: http://www.ncdmh.net/NCI-Public/index.htm

Agencies may also develop their own curriculum;dbheiculum must be reviewed and approved by thgestThe
Division Curriculum Review Committee reviews cuulg based on training competencies. These competedescribe
the abilities the trainee should gain during tnagni They are divided into three sections: préweanuse, and instructor
training.

To Apply for Curriculum Review, Send in:
1. Cover letter or memorandum
2. Completed crosswalk(s) — This describes how andevtie curriculum handles each competency (instnst
are on the forms). These forms are found on théHIID/SAS web site at:
http://www.ncdhhs.gov/mhddsas/training/restraintsgon.htm
3. The curriculum
4. Send this information to: Restraint and Seclu$toevention Curriculum Review
Communications and Training Team
Division of MH/DD/SAS
3022 Mail Service Center
Raleigh, North Carolina 27699-3022

New Service Rates

We are pleased to announce that the Secretaryppagved new rates for two important services faldcén, Intensive In-
Home and Multi-Systemic Therapy (MST). The nevesatill be effective for services delivered on fieaJune 1, 2008.
The new rates are as follows:

Service Rate Unit
Intensive In-Home $258.20 Day
Multi-Systemic Therapy $ 37.32 15 minutes

Unless noted otherwise, please email any questeated to this Implementation UpdateGontactDMH@ncmail.net

ccC: Secretary Dempsey Benton
Dan Stewart
DMH/DD/SAS Executive Leadership Team
DMA Deputy and Assistant Directors
Christina Carter
Sharnese Ransome
Kaye Holder
Wayne Williams
Shawn Parker
Andrea Poole
Mark Van Sciver
Brad Deen



Appendix A: Transition of Individualsfrom State Operated Facilitiesto the Community

The following are the processes that must be falb¥or effective communication and planning of sdegvn transition to
community residential settings.

Individuals with Intellectual and Developmental Disabilities (IDD) in Developmental Centers

Developmental Center Functions
e Areport listing all individuals whose guardiansybaxpressed an interest in transitioning the petsdhe
community will be submitted by the developmentaltee transition coordinator to the respective LMB D
point of contact (POC) person quarterly. Dateslah®f Care meetings will also be sent to the LMEs.

Local Management Entity (LM E) Functions

It is the responsibility of the LME to be knowleddpe of those individuals in their catchment arém neside at the
developmental centers, particularly those individweho have expressed an interest in communitgdiviAn LME
representative or designated Targeted Case Manag€i@M) provider selected by the resident andrtbeardian
should be available to participate in the planmmagtings for individuals who have been identifieddommunity
living based on their expressed interest. In @mliithe DMH/DD/SAS Director has instructed, througmemo, that
each LME identify a staff member as the developualatisability POC at each LME for information shayiand
communication purposes. LME functions include:

« Informing the developmental center transition cauatbrs of the developmental disability POC forithe
LME.

* LME developmental disability POC receiving repdrtan the developmental centers transition coordirsat
listing all individuals/guardians within their catbent area who have expressed an interest intitansg to
the community.

* Maintaining a roster of individuals identified addrested in community living with contact informaat for
all guardians.

« LME provider relations/service staff initiatinggmesses with community providers (including ICF-MR
providers) to ensure communication regarding residevacancies within their catchment area, inicigch
process for notifying individuals/guardians, ashasldevelopmental center transition coordinatwtgen an
opening is available in the community. This alsdudes identification of and communication witinvéee
providers who are interested in supporting indigidun transitioning to the community, particulatypse
with significant medical or behavioral challenges.

* An LME representative or designated TCM providetested by the resident and their guardian, shbeld
available to participate in the planning meetingsifidividuals who have been identified for comntyni
living based on their expressed interest.

* Waiver slots being reserved to support individualsansitioning to the community. LME staff wifiterface
with MH/DD/SAS staff on the Best Practice Team reliyzg requests for deinstitutionalization (DI) slot
when an individual is identified for community péanent and a residential setting is identified. LM&ff
will follow the DI process throughout the transitiqdSee “DI Slot Allocation Process” referencedUn#43
for transition using a waiver slot.)

Individuals with Co-Occurring Intellectual and Developmental Disabilities (IDD) and Mental IlIiness (IDD/M1), or
Personswith IDD Only in State Psychiatric Hospitals

In addition to the above processes regarding iddadis in the developmental centers who expresstarest in
transitioning to the community, a significant numbéindividuals with co-occurring intellectual developmental
disabilities and mental illness (IDD/MI) and IDD Igrtontinue to be served in state psychiatric faed. Ensuring that
these individuals are supported appropriately endbmmunity requires collaboration between the Lahd the state
hospitals. The SFY08 Performance Contract with f&s requires that the LME provide care coordimatservices for
consumers who are being discharged from statatfasjlhospitals, or emergency services that ddawe a connection
with a clinical home provider. This includes peigiating in discharge planning and continuing takweith the consumer
and primary care physician until the individuat@nected with a clinical home provider. With tiiismind the following
should be considered:

State Hospital Functions
» Areport listing all individuals with IDD/MI and ID will be submitted by the hospital liaison to the
respective LMEs identified developmental disabiR@C quarterly along with dates of care planning
meetings.



Local Management Entity (LME) Functions

* Informing the hospital liaisons of the developmédiaability POC for their LME.

» Ensuring that the developmental disability POC ineeé&rom state hospitals the list of individualsaére
IDD/MI or IDD.

» Ensuring participation at planning meetings atdtate hospitals for individuals who are IDD/MI.

»  Ensuring full compliance with the hospital diversiorocess.

* LME provider relations/services staff identifyingopiders in their catchment area with expertisedn
occurring IDD/MI disorders, inclusive of case maaagent provider agencies with qualified professisnal
with competency in IDD/MI. If it is determined thtnere is a lack of providers with this expertisforts
should be made to initiate planning to developpitevider community to ensure there are no unmedsiee

e LMEs initiating efforts with community providers tmsure communication regarding residential vaesnci
within their catchment area, including a processfitifying individuals/guardians, as well as haabi
liaisons, when an opening is available in the comitgu

» The developmental disability POC interfacing witMB/DD/SAS staff on the Best Practice Team regarding
requests for a DI slot when an individual is idBati for community placement or discharge and alesdial
setting is identified. LME staff will follow the Dprocess throughout the transition.

» Ensuring that a crisis plan is in place and onyiith the LME and the identified provider for abD/MI or
IDD individuals who have transitioned back to tleenetnunity.

» Ensuring (to the extent possible) that additiomatiesdollars are available to all IDD/MI individsads needs
are identified.

TCM Provider Functions Related to Transition of Individuals from State Operated Facilitiesto the Community
Using CAP-MR/DD Waiver Funding

As the clinical home for individuals with IDD, tlease manager’s fundamental role is to ensurelttbatansition process
is a smooth one. The coordination of transitiothevcommunity requires vigilance and attentiodétail. When an
individual has been identified as appropriate fovement to the community with waiver funding angarts, the LME
must initiate the process and make a referral®€l provider agency. The following process mustusc

» The case manager must be in ongoing communicatidntiae developmental center transition coordinator
hospital liaison for the completion of the MR2 andagree upon a projected discharge date sinoeffilretive
date of the MR2 must be the date of discharge ftercenter or hospital. (The developmental center
transition coordinator or hospital liaison shouttbrinate completion and signing of the MR2, serthe
center by the case manager, by a state operatiity falysician or licensed psychologist.)

* Once the MR2 is completed and signed, the casegeaimresponsible for submission of the MR2 to the
LME who will then sign the MR2 and submit to the idach Center, along with a psychological evaluation
that includes an adaptive functioning assessmentdtermination of ICF-MR Level of Care (LOC). tdo
The MR2 is valid only for 30 days from the datesifnature of the physician or licensed psychologist

* The case manager has the responsibility for prioiget date of discharge in collaboration with tlansition
coordinator or hospital liaison. Once that dates&blished, Murdoch Center is notified in oraeindicate
the effective date of the MR2 to be the date ofltAsge.

* Once the LOC is determined, the case manager bdgiredopment of the waiver Plan of Care immediately
(Under new federal rules, individuals may be comsd to be transitioning to the community during st
60 days prior to discharge as long as the case geament functions do not duplicate discharge plagnaimd
the institutional stay has been 180 consecutivs dayonger. For a covered, short-term, institaiostay of
less than 180 consecutive days, individuals magonsidered to be transitioning to the communityirtuthe
last 14 days before discharge with the exceptiandifiduals ages 22-64 who reside in an institufior
mental disease (IMD). Billing for case managenel#ted to transition would not be payable un# tlate
that an individual leaves the institution, is etedlwith the community case management providet, an
receiving medically necessary services in a comtywsaitting.) This will include the developmenttbé
Plan of Care using assessment information provigeithe state operated facility to serve as thestfasithe
planning process. The Plan of Care should be dpeélin collaboration with the guardian, identified
residential provider and other identified indivitkiaAs noted in Implementation Update #36, ansssent
completed by a state operated facility can fulfi# requirements of a comprehensive clinical assest
(required for all new individuals to the systemiti€ontains all of the required elements. Foiithhials with
co-occurring mental iliness, ensuring the inclusidappropriate psychiatric supports is required.

e The Plan of Care must include a comprehensivesgpisin developed in collaboration with the staterafed
facility to ensure that potential crises upon neiiag to the community are addressed or anticipakemt.
individuals with challenging medical needs, explioformation must be included addressing potengglies
and how they will be addressed. For individuahwhallenging behaviors a behavior support plastrha
developed, or be in the process of developmenh, agsurance of ongoing monitoring by a licensed
professional upon return to the community.




Once the Plan of Care has been completed, it neustibmitted to Value Options with a cover letter
indicating that the plan is for an individual trdimning to the community from a state operatedlifgca
request for expedition of the approval, and idémtfon of the intended discharge date in ordestawices to
be approved and available upon discharge. Thesdr#tion date will be the date of discharge frdva state
operated facility.

TCM Follow Up Responsibilities

The case manager is responsible for informing thi& DD POC of progress toward transition to the
community and notification once the move is conglet

As the clinical home for individuals with IDD, cas@nagers have first responder responsibilitielsigticg
phone and face-to-face access, and with a focygseaention and proactive crisis intervention basedhe
established crisis plan.



